I again opened the abdomen, this time to the right of the rectus, and found the gall-bladder much distended. It was full of what looked like London mud. There were no gall-stones. I put in a tube and drained it. I had the contents of the gall-bladder examined. bacteriologically and a paratyphoid bacillus was grown. Dr. Hunt described it as a member of the typhosus and coli group, but certainly not distinctly belonging to either.
After the second operation she made an uneventful recovery and she is now quite well.
I suppose the two conditions were connected and both were due to this paratyphoid-bacillus. But I am quite unable to explain how the sigmoid inesogolon could become so oedematous without apparent change in the gut. If it had been a thrombosis I should have expected gangrene to have followed.
Case of Inoperable Carcinoma of the Rectum becoming
Operable under Radium Treatment.
By W. SAMPSON HANDLEY, M.S.
MR. J. C., aged 60, had for the past eighteen months experienced rectal irritation. The bowels were open three or four times each morning, with a slight trace of blood. The symptoms were supposed at first to be due to a small polypus which was detected just inside the internal sphincter. An anesthetic was suggested by his medical man, IDr. Neville Spriggs, in order to make a complete examination of the rectum, but the patient objected to this and did not place himself definitely under treatment.
A year after the first symptoms there was no loss of weight; a small polypus was still present, but the symptoms had abated. Shortly afterwards Dr. Spriggs found with the proctoscope a small bleeding area, which, however, was soft to palpation, situated about 5 in. above the anus. Irritation and slight bleeding returned, and Sir A. Bowlby pronounced the condition to be an inoperable carcinoma.
On August 22 the patient was brought to see me. On the left side of the rectum, in the situation of the recto-vesical fold, a rather fixed submucous thickening could be felt. An anesthetic was given and with the sigmoidoscope an ulcer was found 13 cm. from the anus. The instrument could not be passed through so as to see the upper D-21a edge of the ulcer. Portions of its lower edge were removed through the sigmoidoscope, were examined by Dr. Ernest Shaw, and were found to be carcinomatous. I agreed that the condition was inoperable and advised radium treatment.
Dr. Finzi was asked to see the case, and early in September, using the sigmoidoscope, he applied 155 nmg. of radium bromide to the ulcer, passing it into a stricture which he detected higher up above the lower
The edge of the malignant ulcer after radium treatment, seen under a low power. Note on the left the remainder of the normal crypts of Lieberkiihn. Note also the flatness of the edge of the ulcer and the fibrotic character of the growth beneath. The vertical cleft seen, in the middle of the figure was made to orientate the section. edge of the ulcer, and leaving it there for twenty-four hours. The tube was then pulled down and left opposite the ulcer for twenty-four hours. A fortnight after the application there was evidence of a sharp reaction, with considerable irritation of the bowel, tenesmus, diarrhoea, t Surgical Section: Sub-section of Proctology and pain in the back which required treatment by rest in bed with -small doses of nepenthe. The reaction passed off, and from the thirtyfifth day onwards the bleeding and pain ceased, and the patient found himself better altogether, and able to walk more briskly and freely than before the radium-application. On rectal examination the edges of the ulcer were flat, and the stricture appeared to be a simple stricture.
He came up with a view to a further application of radium on
Taken from the middle of the growth. Shows under higher power the fibrotic changes occurring in the growth, with atrophy and partial destruction of the cancer cells, and dilatation of some of the capillaries.
October 22, and marked local improvement was found. Since it appeared improbable that radium would produce a radical cure, it was decided to take advantage of this improvement to attempt a radical operation. If this proved to be impossible a colostomy was to be done, and the colostomy opening utilised for radium treatment of the growth from above, possibly to be carried out by burying radium in the growth.
On October 30 the abdomen was opened in the middle line and the growth appeared to be removable. The sigmoid was clamped and divided with thermo-cautery; its divided ends were then closed by basting stitches. The upper end was brought out by a stab incision in the left rectus and the whole of the bowel was removed by the usual abdominoperineal operation. The peritoneum on the floor of the recto-vesical pouch looked somewhat suspicious, and was removed as freely as possible consistent with the subsequent repair of the pelvic ffoor.
The bladder was to some extent utilised to restore the pelvic floor. The ureters were not seen. Owing to the large size of the growth it was not possible to push the rectum down beneath the pelvic floor to repair the latter. The operation had therefore to be conducted in three stages-(1) abdominal, (2) perineal, (3) abdominal-and was consequently a prolonged one. Radium, protected by gauze, was left in the pelvis, the gauze projecting from the lower part of the abdominal wound. Two tubes of radium were also introduced into the pelvic wound. At the close of the operation the patient was in excellent condition with a pulse of almost normal rate. The radium was left in position for twenty-four hours, and the administration of gas was necessary for its removal. It is possible this interference predisposed to sepsis; the fact remains that a large pelvic abscess formed on the right side about the tenth day and had to be opened under gas. A smaller one formed on the left side of the pelvis and was opened a week later. There was also some suppuration in the abdominal wound and in the pelvis. Prior to the opening of the first abscess the patient's condition seemed very grave, his pulse being about 130, although at no time was there any sign of intestinal obstruction, and the bowels acted freely. He left the home with the abdominal wound soundly healed on December 16, about seven weeks after the operation, being then able to walk and to ascend a flight of stairs. The day before he left the home 150 mg. of radium were left in the pelvic sinus as high up as possible for twenty hours.
Subsequent to his return home he had an alarming attack of acute pyelo-cystitis, but since his recovery from this attack he has remained in good health up to the present time, a period of over a year.
Dr. N. FINzI said that the first radium application was made on September 6, 1913, by means of a sigmoidoscope. The radium was passed farther than a large mass in the left side of the bowel into a stricture, and 150 mg. of radium bromide, surrounded by a sheath of 2 mm. of platinum, introduced at the end of a long flexible silver rod was left nine hours in this stricture, when it was found possible to push it higher up, and in this higher situation it was left twelve hours, and it was then withdrawn lower than the original situatiot and left for ten hours longer. When next seen it was found, as Mr. Handley has described, that the growth was considerably smaller, and it was decided that the best method of treatment would be by operation, which was performed on October 30, 1913. 160 mg. of radium bromide surrounded by shields of a thickness varying from 1 mm. of silver to 2 mm. of platinum, and the whole surrounded on all sides by about 2 cm. of gauze, were left in the abdominal wound for twenty hours, and 50 mg. of radium bromide, screened by i mm. of silver and 1 mm. of lead and 4 mm. of gauze, were left in the perineal wound for the same period. On December 15, 1913, 160 mg. of radium bromide with shields similar to those previously used were placed at the apex of the perineal sinus. With regard to the suppuration which occurred, he had heard of this in an abdominoperineal operation where no radium had been used and did not think it could be entirely attributed to this cause. As to the general results obtained by radium treatment in rectal cases, they varied considerably. Naturally the cases submitted for treatment were usually very far advanced. The only early case which he had had was quite recently, and was a small carcinomatous ulcer just inside the anus, in a patient whose general condition precluded operation; this had healed quite satisfactorily with three applications of filtered radium rays, but whether the result would be permanent it was impossible to say. He had another case of a carcinoma on the front wall of the rectum which was on the border-line of operability if the patient had been strong, but he had severe cardiac disease and operation was quite out of the question. This patient was well, as far as his rectum was concerned, this spring, four years after the commencement of the treatment. Of course, there were a number of cases in which the treatment either failed or only gave relief. In his experience the rapidly growing cases were more favourable than the more slowly growing ones, and as an instance he might mention a case that he had had early this year, whom he saw one Thursday evening with a recurrenla carcinoma that had rapidly followed an operation: the ulcer was just inside the rectum and, when first seen, reached to the middle line posteriorly and about halfway across the left side of the rectum, the diameter of the ulcer being about 1* in. It was decided to apply the radium on the Saturday, forty-eight hours afterwards, and when this came to be done it was found that the ulcer had extended across on to the right side of the bowel, reaching about halfway across, and on the left side it nearly reached the front. In the forty-eight hours it had at least doubled its size. Another point of recurrence which lay external to the anus and quite separate from it had, during the same period, extended up to the mucous membrane. The application of radium in this case had been followed by a result which was so far extremely satisfactory. Vigorous treatment had been undertaken, with the result that a certain amount of radium ulceration had been produced, but there was now no sign of the 8 Mummery: Injuries to Bowel from Shell and Bullet original disease and the radium ulceration was steadily improving. These rectal cases were liable to be followed by a considerable amount of cicatricial contraction when they were successful, and they must be kept dilated with bougies. Another point worthy of notice was that the rectal mucous membrane was extremely sensitive to radium rays, and every effort must be made to keep the radium well away from the healthy parts of the rectum. What influenced them in the decision to treat this particular case by operation was the difficulty of getting the radium to the growth in such a way as to make certain that they had treated the whole of it thoroughly.
Injuries to the Bowel from Shell and Bullet Wounds. By P. LOCKHART MUMMERY, F.R.C.S. INJURIES to the rectum or pelvic colon which occur in war, whether from bullet or shell wounds, must of necessity be very serious; and as a fact, the statistics of previous wars show that injuries of this nature are attended by a higher mortality than injuries to other parts of the alimentary canal. Many of these cases must be fatal owing to concomitant injuries of the large vessels in the pelvis, or to resulting peritonitis. In the Boer War the mortality from wounds of the rectum was 307 per cent. of those so wounded, death being due to peritonitis, internal heemorrhage, or septicaemia. We have no means yet of ascertaining the percentage of mortality from such wounds in the present war, but already there must have been a number of such cases of wounds involving the large bowel under treatment in our home hospitals. It is to be hoped that, as the result of increased knowledge and improved technique, we shall be able during the present war to bring the percentage of mortality for wounds of this nature down to a much lower figure than in previous campaigns.
As these wounds present unusual difficulties and require special treatment, it does not seem out of place to discuss them at this early stage of the war, if by so doing we can give any assistance to ourselves and other surgeons who may have to deal with such cases during the continuance of the war. In my position as Surgeon to King -Edward VII's Hospital for Officers I have seen several of these cases during the last three months.
The injuries vary from clean bullet wounds to large, septic, lacerated wounds due to fragments of shell. There can be no doubt that a highvelocity Mauser bullet may pass straight through the abdomen, or across
